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Abstract 
 
 The factor structure and the psychometric properties of the COPE scale were 
evaluated with a Muslim immigrant population in Australia. An exploratory factor analysis 
on 319 participants indicated a 34-item scale with four factors as the most meaningful 
solution. The factors were Active Coping, Avoidance Coping, Emotion- and Social-focused 
Coping, and Turning to Religion. The internal consistency, concurrent validity and the 
construct validity of the scale were supported. The findings indicate the coping styles of 
Muslim immigrants in Australia. It is expected that the present scale would be a useful 
measure to assess the coping behaviors and thoughts of Muslim immigrants and its 
association with their well-being and psycho-social problems of these individuals. 
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An investigation of the factor structure and psychometric properties of the COPE scale with 
a Muslim immigrant population in Australia. 
Coping is defined as thoughts and behaviors that people use to mange the internal 
and external demands of situations that are appraised as stressful (Lazarus & Folkman, 
1984). There is a consensus that coping is multidimensional, reflected by a range of 
functional as well as dysfunctional behaviors and thoughts (Parker & Endler, 1992). Interest 
in coping has led to the development of scales that measure coping, including COPE 
(Carver, Scheier, & Weintraub, 1989), which has been one of the most frequently used 
scales (Litman, 2006). Despite its frequent use, the COPE scale has been criticized for its 
unstable factor structure and, as a consequence, a number of studies have examined its 
factor structure and clinical utility. These investigations, however, have been conducted 
primarily with Western populations and there has been a recent emphasis on evaluating the 
COPE scale with non-Western populations.     
 A number of culturally diverse ethnic populations now reside in Western countries 
and this emphasis is especially relevant to multicultural societies such as Australia where 
one-fourth of the population is born overseas (Australian Bureau of Statistics, 2006). 
Conversely, in recent times, increasing numbers of people are migrating from Eastern 
cultures, and many of these immigrants are from Muslim countries. Specifically, the 
Australian Bureau of Statistics (2006) reported that Australia’s Muslim population increased 
36.2% between 1991 and 1996 and now represents 1.1% (or 200,000 people) of Australia’s 
overall population. Despite the interest surrounding the area of coping, few published 
studies have assessed coping in regard to immigrants (Lam & Zane, 2004). Moreover, 
despite the significant increase of Muslim immigrants in Australian society, no studies have 
addressed coping in this population. The present study, then, attempted to bridge these gaps 
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in the literature by examining the factor structure, psychometric properties, and the clinical 
utility of COPE for a Muslim immigrant population in Australia. 
The COPE Scale 
  Carver et al. (1989) developed the COPE scale to assess functional as well as 
potentially dysfunctional coping. The 53-item questionnaire consisted of 14 scales 
measuring Active Coping; Planning; Suppression of Competing Activities; Restraint 
Coping; Seeking Social Support; Emotional, Positive Reinterpretation and Growth; 
Acceptance; Turning to Religion; Focus on and Venting of Emotions; Denial; Behavioral 
Disengagement; Mental Disengagement; and Alcohol/Drug Disengagement. The COPE 
questionnaire has been criticized for extracting too many factors with poor reliability (e.g., a 
one-item measure to assess the alcohol/drug disengagement factor; Lyne & Roger, 2000; 
Parker & Endler, 1992). In addition, there have been problems at the item level with various 
items found to cross load, weakly correlate with corresponding scales, or fall in scales that 
they do not theoretically belong to (Litman, 2006).  
Furthermore, an examination of the literature reveals a pattern of three to five factors 
or a hierarchical factor structure with a number of primary factors loading on to a few 
second-order factors (e.g., Carver, 1997; Carver et al., 1989; Fontaine, Manstead, & 
Wagner, 1993; Litman, 2006; Lyne & Roger, 2000; Phelps & Jarvis, 1994; Zuckerman & 
Gagne, 2003), suggesting that the factor structure is unstable and warrants further 
examination. In a systematic review of the COPE, Lyne and Roger (2000) employed the 
original procedures used by Carver and colleagues (Carver et al., 1989) and found that 37 
items consisting of three factors (Emotion Coping, Rational or Active Coping, and 
Avoidance Coping) provided the best fit to the data. Support for construct validity was 
found as Emotional and Avoidance Coping were related to psychological distress, while 
Rational Coping was not. 
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The past few years have seen examinations of the COPE scale on the basis of 
specific populations (e.g., French-Canadian breast cancer patients undergoing radiation 
therapy; Fillion, Kovacs, Gagnon, & Endler, 2002) and the translations, cultural adaptations, 
factor extraction, and validation of the COPE scale for different cultural groups (e.g., 
Gutierrez, Peri, Torres, Caseras, & Valdes, 2007; Kallasmaa & Pulver, 2000; Muller & 
Spitz, 2003; Sica, Novara, Dorz, & Sanavio, 1997; Zhang, Huang, & Ye, 1998; Zhang, 
2001). The French translation and cultural adaptation, for example, led to a fourteen-factor 
solution with two items in each factor (Muller & Spitz, 2003); these factors were Active 
Coping, Planning, Using Instrumental Support, Using Emotional Support, Venting, 
Behavioral Disengagement, Self-distraction, Self-blame, Positive Reframing, Humor, 
Denial, Acceptance, Religion, and Substance Use. In another study, Sica and colleagues 
(Sica et al., 1997) evaluated an Italian version of the COPE; their findings revealed thirteen 
factors with five second-order factors. The second-order factor structure was similar to those 
obtained by Carver et al. (1989), except for turning to religion, which was present in the 
Italian sample. Overall, all of these studies reported sound psychometric properties of the 
adapted versions. The application of COPE to special and culturally diverse populations is 
promising and shows the potential for understanding the coping strategies of a variety of 
cultures.  
Culture and Coping   
Existing literature has revealed the complexity of coping and its links with a range of 
demographic and individuals variables (Folkman & Moskowitz, 2005; Iwasaki, MacKay, & 
Mactavish, 2005), including culture. Cultural influences can be pivotal in shaping one’s 
coping styles. Individualistic cultures are associated with Western industrialized societies 
and emphasize independence of the self, separate from the group. Therefore, the coping of 
these cultures is generally problem-focused and action-oriented (Triandis, 1995). 
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Alternatively, non-Western societies are generally collectivistic, and value interdependence 
over independence. Subsequently, the coping style of these cultural groups is dependent on 
seeking social, emotional, and instrumental support of the group (Bailey & Dua, 1999).  
The past decade has seen a renewed interest in religious coping. It varies from 
relying on ones’ God-given resources, working together with God in addressing problems, 
or passively deferring the problem solving to God (Pargament, 1997). Studies conducted on 
Western populations have indicated a relationship between religious beliefs and active 
forms of coping for some individuals (Baider et al., 1999; Holland et al., 1999). Similarly, 
there is evidence that religious coping is also used by non-Western populations. Sulaiman, 
Bhugra, and De Silva (2001), for example, researched coping within an Arab community 
living in Dubai and found that attending religious functions and speaking with religious 
authorities were identified as the most useful coping strategies for this sample. However, 
more information is required to understand the manner in which religious coping is used by 
Muslim immigrants.  
Although coping tendencies have been shown to be stable and relatively ingrained 
within the individual, they are prone to change if an individual moves to a culturally 
different region. Bailey and Dua (1999) used the COPE scale with groups of Asian and 
Anglo Australian students to assess whether culture influenced coping styles, and whether 
acculturative stress was reduced by employing culturally relevant coping strategies. Results 
showed that perceived stress was higher in those participants who were newly arrived in 
Australia and employed collectivist coping strategies. This study revealed that, with the 
passage of time, the tendency for this immigrant Asian sample to employ collectivist coping 
styles was reduced.   
 
This Study 
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 An assumption that Muslim immigrants living in Australia employ the same coping 
strategies as other individuals residing in this country would ignore cultural differences, 
which many believe influence the entire aforementioned stress and coping process (Slavin, 
Rainer, McCreary, & Gowda, 1991). To adequately assess coping in different cultures, 
culturally sensitive measures are required. Moving to a country where the culture is so 
unlike the culture the individual grew up in generally requires the acceptance of a new set of 
behaviors, rules, attitudes, and values if the person is to integrate with their new society 
(Dyche & Zayas, 1995). To date, the major limitation of research regarding coping 
strategies of immigrant populations is that this work almost focuses exclusively on Western 
populations. Further, even on the few occasions that immigrant populations have been 
assessed, it has been done with measures developed and validated using Western ideologies 
and populations.  
In order to provide effective interventions for all members of the community, in a 
multicultural society such as Australia, better insight is needed into cultural differences in 
coping behaviors, and appropriate measures that account for these variations are required 
(Slavin et al., 1991). The use of a coping measure that has been validated using a non-
Western population would be a valuable tool for future research, as it would allow 
empirically supported comparisons between cultures (Neill & Proeve, 2000). Given the 
previous variability with the factor solution of the COPE and the absence of studies 
addressing coping in Muslim immigrant populations, the purpose of this study was to 
explore the factor structure and psychometric properties of the COPE scale with a Muslim 
immigrant population living in Australia.   
 
 
 Method 
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Participants 
A total of 319 Muslim immigrants (155 males, 162 females; data was missing for 2 
participants), living in Brisbane, participated in this study. Their mean age was 32.40 years 
(SD: 12.49, range: 18 -72 years) and the mean length of stay in Australia was 9.55 years 
(SD: 10.36; range: 3 months to 54 years). Most (97.5%) participants had at least a high 
school education: high school diploma (30%) or certificate (21%), university (34%) or 
professional degree (11.3%). Most of the participants were employed full-time (18.2%), or 
part-time, while some were unemployed (10.3%). The others were either students (32%) or 
13.8% undertook home duties.  The majority of participants were either married (57.2%) or 
single (never married, 39.2%), with the remaining falling in the categories of divorced, 
separated, or widow(er). In general, participants were from 43 countries, however, the most 
common countries of origin were Zimbabwe (13%), India (11%), Pakistan (10%), Fiji 
(12%), and Australia (11%). The majority of participants were first-generation immigrants. 
A few participants, who were born in Australia, identified themselves as immigrants and 
were therefore retained in the sample. The most commonly spoken languages reported were 
English, Arabic, Urdu, and Hindi. The visa categories of participants were students (32.3%), 
citizens (47%), or permanent residents (24%).   
Measures 
Demographic Form.  The participants’ demographic details, including age, gender, 
marital status, employment status, and education level were collected using a demographic 
form developed for the study. At this point, participants were also asked to provide details 
on immigration-related variables such as residency status, country of origin, length of stay 
in Australia, and English-language competency.    
The COPE Scale. The COPE scale (Carver et al., 1989) is a 53-item measure 
designed to assess coping strategies employed in stressful circumstances; the scale consists 
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of 14 factors. Participants are instructed to indicate on a 4-point Likert scale how often they 
engage in certain behaviors, from 1 (I usually don’t do this at all) to 4 (I usually do this a 
lot). Lyne and Roger (2000) later reported that the measure is comprised of 3 subscales: 
Rational Coping, Emotion Coping, and Avoidance Coping; they found adequate internal 
consistency alphas of .89, .83, and .69, respectively. Furthermore, an investigation of the 
scales’ construct validity found that rational coping was not correlated with sickness 
absence, psychological distress, or avoidance. It was, however, correlated with emotion 
coping (r = .21, p<.001); Avoidance Coping and Emotion Coping were also positively 
correlated (r = .17, p<.001).  Likewise, avoidance (r = .35, p<.001) and Emotion (r = .13, 
p<.001) Coping were associated with psychological distress. 
Coping Inventory for Stressful Situations (CISS).  The CISS (Endler & Parker, 1990) 
is a 48-item scale, with three subscales measuring Task Oriented Coping, Emotion Oriented 
Coping, and Avoidance Oriented Coping. Further factor analyses of the avoidance subscale 
revealed an 8-item Distraction Coping subscale and a 5-item Social Diversion Coping 
subscale (Endler & Parker, 1994). The CISS is reported to have high internal reliability 
coefficients across a number of normative samples (with a range in the high 80s and low 
90s).  Furthermore, test-retest reliability using an undergraduate sample was sufficient, with 
varying correlations between .51 and .73.  Endler & Parker (1990) also found the CISS to 
have good construct validity. 
Hopkins Symptom Checklist (HSCL). The HSCL (Derogatis, Lipman, Rickels, 
Uhlenhuth, & Covi, 1974) consists of 58 items which respondents rate on a 4-point Likert 
scale ranging from 0 (not at all) to 3 (extremely).  A recent factor analysis of HSCL with a 
Muslim immigrant sample population indicated a 30-item single factor structure (Khawaja, 
2007). Some of the items of the original five scales (Anxiety, Depression, Somatization, 
Obsessive-compulsive and Interpersonal Sensitivity) merged to form this one factor. The 
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scale had satisfactory internal consistency (α = .95; Khawaja, 2007). Gupta, Nayak, 
Koursheed, and Roy (1999) supported the HSCL as a culturally durable measure as 
evidenced by its use in other populations, including Arabic-speaking populations.  
Procedure 
 Data collected was a part of a larger study (Khawaja, 2007); ethics approval was 
obtained from the University Ethics Committee. Participation in the study was voluntary, 
and written consent was not obtained as completion of the battery indicated participants’ 
consent to contribute. Given that the majority of participants for this study were expected to 
be of an Arabic-speaking, Muslim origin, the questionnaires were translated into Arabic by 
a registered translator, and then translated back to English by another registered translator. 
 Muslims gathered at local mosques and other venues for a range of social and 
cultural events were informed about the study and invited to participate (for details, see 
Khawaja, 2007). Those who volunteered to participate were informed about confidentiality, 
their right to withdraw from the study at any time, and lastly, that completion of the 
questionnaire battery would take approximately 30 to 45 minutes. Participants either 
completed the questionnaires onsite, or returned the questionnaires using a prepaid envelope 
provided by the researcher. Ninety-five percent of participants returned their completed 
questionnaires via mail. Most of the participants completed the battery in English, only 
some (n = 47) used the Arabic version. Overall, the response rate was 22%.   
Results    
Data were screened and cleaned to ensure accurate data entry. Data were also 
screened for missing values. Missing values, which were random in nature, were managed 
by prorating the variables. Preliminary examination of the data showed no violation of the 
basic assumptions of multivariate analysis. Cronbach’s alphas for the CISS total and the 
three subscales (Task Oriented Coping, Emotion Oriented Coping, and Avoidance Oriental 
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Coping) were .89, .95, .89, and .86, respectively. To determine the factor structure of the 
COPE scale, the original 60 items were analyzed via exploratory factor analysis using 
Statistical Package for Social Sciences (SPSS 14). Principal component analysis, with 
Varimax and Oblimin rotations was conducted (Tabachnick & Fidell, 2001). Both of these 
procedures identified 16 factors above the eigenvalue of 1, and revealed 4 or 5 factors above 
the bend of the elbow (Cattell, 1966). As these factors were not correlated with each other, a 
decision was made to only use Varimax rotation. A gradual deletion of items with low 
communalities (less than .3) and/or low factor loadings (less than .4) was undertaken. After 
examining the five and four factor solutions carefully, a four-factor structure was considered 
to be the most meaningful and therefore retained as the final factor structure (Tabachnick & 
Fidell, 2001). 
Factor Analysis Results for the Final Scale 
 The factor analysis resulted in a 34-item scale, which loaded on four factors as 
shown in Table 1. Factor 1, labeled Avoidance Coping, was comprised of 11 items 
concerning denial (e.g., pretend it hasn’t happened), avoidance (e.g., give up trying to reach 
goal), or escapism through either drugs or alcohol (e.g., drink/take drugs to think less about 
it). Factor 2 was labeled Active Coping and consisted of 10 items related to practical, 
problem-solving behaviors such as making a plan of action (e.g., take direct action to get 
around problem), and focusing on dealing with the problem (e.g., come up with a strategy of 
what to do). The third factor, Emotion and Social  Focused Coping, encompassed 8 items 
and related to the expression of feelings (e.g., discuss feelings with someone), seeking out 
emotional (e.g., get emotional support from friends) and social support (e.g., talk to 
someone to find out more about situation) to get help in dealing with stressful situation. The 
final factor was labeled Turning to Religion. It comprised of 4 items concerning the 
individual’s tendency to accept reality, find comfort in religion, and the use of religion to 
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cope (e.g., put trust in God). The total variance explained by these four factors was 49.92%. 
The variance explained by factor one, two, three, and four was 13.96%, 13.62%, 12.15%, 
and 10.19%, respectively.  
Descriptive Statistics 
The total score for the full scale ranged between 35 and 105 (M = 79.42; SD = 12.37; 
n = 278). Avoidance Coping produced a score between 11 and 42 (M = 17.50; SD = 5.67; n 
= 288); Active Coping produced a score between 10 and 40 (M = 28.23; SD = 5.92; n =289); 
Emotion and Social Focused Coping produced a score between 8 and 32 (M = 18.93; SD = 
5.36; n = 292); and Turning to Religion produced a score between 4 and 16 (M = 12.90; SD 
= 2.91; n = 291). 
A MANOVA was conducted to examine gender-based differences on the four COPE 
subscales. Gender had a significant effect, Wilks Λ = .01, F (4,271) = 3.49, p < .001. Post-
hoc analyses with Bonferonni adjustments indicated that women scored (M = 20) 
significantly higher than the men (M = 17) on Emotion and Social Focused Coping.   
Reliability 
 The internal consistency for the 34-item revised COPE was .84.  The internal 
consistency of the subscales was Avoidance Coping, .86; Active Coping, .85; Emotion and 
Social Focused Coping, .85; and Turning to Religion, .75.   
Validity 
 Concurrent validity of the scale was investigated by calculating the correlation 
coefficients between the total COPE and its subscales and the total CISS and its subscales.  
The 34-item COPE total score correlated moderately with the CISS total score, but mildly 
with the CISS subscales (n = 27). As seen by Table 2, the Avoidance Coping subscale of the 
COPE had a stronger relationship with the CISS Avoidance Oriented Coping subscale. 
Similarly, the Active Coping subscale of the COPE had a high correlation with the Task 
Oriented Coping subscale of the CISS.  
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 Construct validity was determined by testing whether the Avoidance Coping and 
Emotion and Social Focused Coping subscales of the COPE would correlate with 
psychological distress. As seen by Table 2, HSCL correlated with Avoidance Coping and 
Emotion and Social Focused Coping. Further, results showed a negative though not 
significant correlation between the HSCL and the Active Coping subscale. Likewise, the 
HSCL did not significantly correlate with the Turning to Religion subscale (Table 2). 
Discussion 
The purpose of this study was to investigate the factor structure and psychometric 
properties of the COPE scale with a Muslim immigrant population living in Australia.  The 
results supported a 34-item COPE scale with a four-factor structure as being more suitable 
and relevant for use within this population. The psychometric properties of the scale were 
supported.  
Factor Structure 
The four factors that emerged from this investigation were labelled Avoidance 
Coping, Active Coping, Emotion and Social Focused Coping, and Turning to Religion.  
Avoidance Coping pertains to a negative coping style accentuated by denial, drug use, and 
giving up. Active Coping refers to a more positive coping style whereby the individual 
assesses their options and puts strategies into place to lessen stress experienced. Emotion 
and Social Focused Coping relates to a style of coping signified by heavy reliance on the 
sharing of emotions and support from others. Lastly, Turning to Religion refers to the 
individuals’ use of religion to help them cope. The four-factor structure of the present study 
has the advantage of being simple and clear. The factors, particularly the Avoidance Coping, 
Active Coping, and Emotion and Social Focused Coping have an adequate number of items. 
While Turning to Religion has always comprised only a few items, the number of items is 
not small enough to represent a significant problem.   
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The themes of the four factors are consistent with previous literature. The avoidance, 
active, and emotion subscales were found in previous studies, which identified a limited 
number of factors (e.g. Antoine, Borteyrou, Rascle, & Beaune, 2001; Fontaine et al., 1993;  
Lazarus & Folkman, 1984; Litman, 2006; Lyne & Roger 2000; Parker & Endler, 1992; 
Phelps & Jarvis, 1994), multiple factors (Carver et al., 1989; Fillion et al., 2002; Zhang, 
2001, Zhang et al., 1998; Zuckerman & Gagne, 2003) or second-order factors (Gutierrez et 
al., 2007; Kallasmaa & Pulver, 2000; Sica et al., 1997). The fourth subscale Turning to 
Religion is in line with Carver and colleagues (1989) original 60-item questionnaire, which 
included this scale. The only difference is that one item, which originally belonged to an 
acceptance factor (Carver et al., 1989) loaded on this fourth factor. The present findings are 
also consistent with research findings regarding the Italian and French adaptation of the 
COPE scale, which included the dimension on religion (Fillion et al., 2002; Muller & Spitz, 
2003; Sica et al., 1997).    
Psychometric Properties 
 The 34-item revised COPE is internally consistent, with satisfactory concurrent and 
construct validity with a sample of the Muslim immigrant population residing in Australia. 
The present scale is reasonably correlated, both overall and at factor level, to the well-
established CISS. Furthermore, as expected, the Avoidance Coping and Emotion and Social 
Focused Coping scales correlated highly with distress as measured by the HSCL, whereas 
the Active Coping and Turning to Religion scales were not related to level of distress. The 
finding supports the construct of coping and therefore suggests that positive and religious 
coping strategies were not associated with psychological distress in this population. 
Conversely, these results also indicate that avoidance as well as behaviors that involved 
emotional expression and an attempt to seek social support were the coping strategies 
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related to psychological distress. Further, women appeared to use emotion and social-
focused coping more than the men (Iwasaki et al., 2005).        
Coping style of Muslim Immigrants in Australia 
The present findings have highlighted that the coping style of the Muslim 
immigrants settled in Australia was similar to those manifested by individuals from Western 
cultures.  Active coping, an example of individualistic coping, was not associated with 
psychological distress. Further, emotional coping, an example of collectivistic coping, was 
related to psychological distress. It is possible that these participants may have acculturated 
and modified their coping styles as they were generally educated, employed, and had lived 
in Australia for an average duration of 9.55 years. This finding is consistent with the results 
obtained by, Triandis (1995) and Bailey and Dua (1999), who revealed that with the passage 
of time individuals from collectivistic societies adopt individualistic coping style, such as 
active problem-solving, planning, and self-reliance strategies. Contrary to most of the 
previous studies exploring the factor solution of the COPE, Muslim immigrants used 
religious coping as an important strategy. This style was consistent with the studies on 
Italian and French populations (Fillion et al., 2002; Muller & Spitz, 2003; Sica et al., 1997). 
The importance of religious coping has been highlighted by some studies using Western 
(Baider et al., 1999; Holland et al., 1999) and non-Western (Sulaiman et al., 2001) 
populations. Additionally, the results indicated that the participants maintained their ties 
with religion and used it as a positive coping strategy.  It appeared that, in spite of the 
acculturation, the participants were still maintaining features of their original coping style. 
Religious beliefs and practices appeared to help the participants rely on their own resources 
and to engage in effective problem-solving. 
Limitations and Future Directions 
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 Although this study contributes to the paucity of research about coping in Muslim 
immigrant populations, the results should be taken with some caution. Generalizability of 
the study to the Muslim immigrants in Australia is restricted due to sampling problems 
including the low response rate, the use of a convenience sample, high education levels of 
the participants contributing to good coping strategies, and the fact that they originated from 
disparate cultures. Future research should examine the factor structure and psychometric 
properties of the COPE scale within this population more extensively, using a carefully 
selected sample, to facilitate generalizabilty of the findings. It is also of interest to explore 
the factor structure of the COPE scale with Muslims living in other Western countries and 
also in traditionally Muslim states. Future examinations of the scale will assist in increasing 
understanding of how Muslim immigrants cope with migration-related stressors, how 
coping styles are associated with well-being and adjustment issues, and to explore the 
relationship between coping and demographic factors in this population. Overall, this 
research will allow us to make cross-cultural comparisons based on reliable and valid 
findings, and may ultimately allow the provision of culturally sensitive healthcare (Slavin et 
al., 1991).   
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Table 1.  
Factor Loading and Communalities (h3) of COPE Scale in an Australian Muslim Sample. 
COPE Item AV AC EF TTR h3 
9. Can’t deal with it/quit trying 0.50 0.13 0.32 0.21 0.41 
12. Use alcohol or drugs to feel better 0.52 0.00 0.15 0.49 0.53 
24. Give up trying to reach goal 0.56 0.11 0.17 0.28 0.43 
26. Lose self by drinking or drugs 0.66 0.02 0.09 0.36 0.58 
27. Refuse to believe it has happened 0.56 0.03 0.22 0.25 0.42 
35. Drink/take drugs to think less about it 0.65 0.01 0.04 0.41 0.60 
36. Kid around about it 0.61 0.14 0.07 0.28 0.47 
40. Pretend it hasn’t happened 0.72 0.12 0.12 0.18 0.58 
50. Make fun of situation 0.57 0.15 0.08 0.03 0.35 
51. Reduce amount of problem-solving effort 0.61 0.12 0.09 0.21 0.44 
53. Use alcohol and drugs 0.65 0.08 0.01 0.03 0.43 
57. Act as if it hasn’t happened 0.67 0.08 0.03 0.26 0.52 
5. Concentrate on doing something 0.18 0.62 0.23 0.08 0.48 
19. Make plan of action 0.13 0.59 0.07 0.19 0.40 
25. Take additional action 0.05 0.54 0.24 0.22 0.40 
32. Come up with strategy of what to do 0.03 0.75 0.09 0.06 0.57 
33. Focus on dealing with problem 0.10 0.61 0.15 0.04 0.41 
39. Think about how to best handle problem 0.18 0.55 0.01 0.48 0.58 
47. Take direct action to get around problem 0.08 0.71 0.03 0.02 0.51 
56. Think hard about steps to take 0.03 0.72 0.23 0.06 0.58 
58. Do what has to be done one step at a time 0.04 0.66 0.06 0.12 0.46 
59. Learn something from the experience 0.09 0.59 0.18 0.13 0.41 
4. Try to get advice 0.06 0.16 0.71 0.08 0.54 
11. Discuss feeling with someone 0.11 0.13 0.77 0.04 0.63 
14. Talk to someone to find out more about 
situation 
0.05 0.30 0.63 0.14 0.50 
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23. Get emotional support from friends 0.02 0.02 0.77 0.17 0.63 
30. Talk to someone who could do something 
concrete with problem 
0.02 0.31 0.44 0.42 0.47 
34. Get sympathy and understanding 0.18 0.14 0.67 0.07 0.50 
46. Feel emotional distress and express it 0.29 0.13 0.51 0.13 0.34 
52. Talk to someone about feelings 0.05 0.14 0.76 0.04 0.61 
7. Put trust in God 0.17 0.03 0.05 0.83 0.72 
18. Seek God’s help 0.05 0.03 0.20 0.78 0.65 
44. Accept reality 0.01 0.36 0.14 0.55 0.45 
48. Find comfort in religion 0.08 0.14 0.16 0.56 0.37 
 
Note. Cope subscales: AV = Avoidance Coping; AC = Active Coping; EF = Emotion and 
Social Focused Coping; TTR = Turning to Religion. Items falling in a specific factor are 
shown in bold 
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Table 2. 
Correlation coefficients for the COPE, HSCL, and CISS. 
 1 2 3 4 5 6 7 8 9 10 
1.Cope-Tot           
2.Cope_AV .489**          
3.Cope-AC .674** -.099         
4.Cope-EF .781** .229** .380**        
5.Cope-TTR .339** -.263** .313** .185**       
6.CISS-Tot .680** .650** .588** .454* .439*      
7.CISS-F 1 .457* .167 .739** .150 .051 .537**     
8.CISS-F 2 0.330 .402* 0.091 .382* .345 .606** -.204    
9.CISS-F 3 .382* .530** 0.153 .343 .250 .713** .085 .356*   
10.HSCL-Tot .204** .231** -0.049 .231** .053 - - - -  
 
Note: Cope subscales: AV =  Avoidance Coping; AC = Active Coping; EF = Emotion and 
Social Focused coping; TTR = Turning to Religion; CISS-Tot = Coping in stressful 
situations- total; CISS-F1 = Coping inventory for stressful situations-factor 1; CISS-F2 = 
Coping inventory for stressful situations-factor 2; CISS-F3 = Coping inventory for stressful 
situations-factor 3; HSCL-Tot = Hopkins Symptom Checklist- total; *p<.05, **p<.01 
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